if confidence has been gained. No doubt this factor of uncertainty accounts for much of the confusion surrounding this subject.
Of the 50 patients, 32 had one episode needing one treatment; 8 patients needed two manipulations, and 3 patients needed three or more (maximum five). Nine patients had two episodes, and one patient had three episodes during the six months; during the subsequent six months, a further 6 patients had another episode. Two cases were quite unrelieved: One was a very muscular, bull-necked man of 62 years. The other, a woman aged 45, was regarded in retrospect as a misdiagnosis; she had a tear of interspinous ligament L5-S1, and was relieved later by procaine infiltration.
Relief ofpain was achieved as follows: The failures include the 2 already mentioned, one lost to follow up, 4 whose recovery was too slow to attribute to the treatment, one later treated by oxyphenylbutazone, and one referred to the physical medicine department.
It is difficult to compare these figures with the literature; apart from papers giving a general review of the topic, and papers advocating various techniques (none of which give any details of results), there are only two accessible sources. Barbor (1955) , at that time in general practice, treated 185 cases of back pain in twelve months, 133 by manipulation, the rest by traction. Of the manipulation cases, 57 % were relieved by one, 20% by two, 1 % by three and 6 % by four manipulations (he does not state how quickly) and 20% of these patients had a recurrence during the year. Blair (1963) saw 112 back-aches in eighteen months, with a NHS list of 2,300, and amplified his figures in 1967, with no difference of implication or conclusion. His diagnoses included 9 women and 16 men with 'acute back strain'; they were treated with rest and analgesics, and 'all made a rapid recovery'. Five women had 'chronic back strain' and had advice only. Nine women and 4 men had prolapsed intervertebral disc diagnosed, and were treated by corset, plaster of paris jacket or hospital admission. The other conditions he saw were degenerative, mis-cellaneous orthopedic, and indefinite (mainly emotional).
It is claimed that the results of manipulative methods, as used in the conditions described above, are at least as good as, and probably much quicker than, more orthodox methods, although a fair basis of comparison does not yet seem to exist. No dangers have been demonstrated provided that simple precautions are observed. There is finally the advantage that the doctor has not only'done good, but has been seen to do good', and that this should be so is important for any proper working doctor-patient relationship.
The Significance of Symptoms The British general practitioner spends an average of less than seven minutes with each patient (Eimerl & Pearson 1966) . In this time he has to deal with the significant physical disease presented to him. He is exhorted to spend more time with each patient and it is suggested that the way to find more time is to delegate the handling of minor conditions. He is criticized as being too symptom-oriented on two totally different grounds: (1) 'Each surgery visit should be considered as an opportunity for a check-up' (Jacoby 1966) . (2) 'The doctor tends to think in terms of symptoms and their cure. The patient is often rather seeking a relationship with the doctor' (Browne & Freeling 1965) . The solution to the time dilemma offered conflicts with these two demands. How will the minor conditions to be delegated be defined?
The diagnostic method used by the general practitioner has been described as a 'probabilistic' rather than a 'logical' one (Crombie 1966) . This probabilistic rather than possibilistic approach lies at the heart of British general practice: and most general practitioners approach their diagnostic problems on a basis of 'experience', coloured by the way in which the patient presents his symptoms. The manner of presentation of symptoms and the meaning to be attached to the manner are being extensively explored, if not willingly accepted. The significance of the Amenorrhcea was the presenting symptom in 683 cases; of these 450 (66%), or 19-6 Y. ofall cases, were pregnant performed on 63 % and the decision to perform this examination was validated at 57% or, if cervical erosions are excluded, at 30%. On the basis of these figures it seems that the general practitioner makes an effective decision as to the patients on whom to conduct gynecological examination. If the doctors are being accurately selective in their decision on performing the speculum examination, then they have accurately decreased their work. If they are merely missing one-third of all possible abnormalities, then this would be a serious matter. It must be presumed that we are seeing the result of habits of practice, the 'experience' factor already referred to.
symptom, which is unthinkingly accepted, does not seem to have been so extensively explored although it is the more suitable for statistical analysis.
The presenting symptom functions as a test on which rests the doctor's decision as to time to be spent and how to spend it. The method for mathematical evaluation of such tests has been firmly established in mass screening projects. First, the validity of the test; 'the frequency with which the result of a test is confirmed by an acceptable diagnostic procedure' (Council on Medical Service, AMA 1955) can be measured. I have used a survey of vaginal examination conducted for other purposes (Freeling 1965) to do this for gynxcological symptoms and examinations. The bimanual examination seems to have been almost mandatory, and the decision to perform it was validated at 38% (Table 1 ). If pregnancies are excluded the decision was validated at 14%. Speculum examination was When the examinations and their results are analysed by symptom (Table 2) , there is little real variation in the percentage of patients examined with a speculum, with the exception of the complaint of vaginal discharge. There is variation in the number of abnormalities linked to the presenting symptom but no variation great enough to justify a decision, on the grounds of symptom alone, not to perform a speculum examination. Even in vaginal discharge only a half were found to have an abnormal degree of discharge. The percentage found to have erosions remains remarkably constant and has led me to discount the significance of symptoms in indicating the finding.
When the examinations and their results are analysed by age group (Table 3) , the speculum examination is found to be performed more frequently as age increases; the percentage of patients with erosions remains at much the same level, confirming the decision to exclude them for our purposes from the abnormal group, since neither age nor symptom seems linked to the finding. The percentage of patients found to have abnormalities increases with age suddenly for the age group 35-39 and continues to increase. This finding is expected and confirms ageincidence figures that have been learnt in medical school.
This analysis does not answer the question as to whether or not the one-third of patients not examined by speculum would have had abnormalities at their age-expectation, but it does highlight the lack of specificity of symptoms in indicating the abnormality found on examination. The presence of gynecological symptoms is demonstrated to be a valid reason for bimanual and/or speculum examination by a doctor. This survey does not measure the accuracy of the decision. If ancillary medical personnel are to 'screen' patients for doctor-examination, and this is the implication of delegating the handling of minor conditions, then the accuracy and not just the validity of symptoms in indicating specific disease must be assessed.
The problem can be illustrated in a different way. When attendance at doctors' surgeries was restricted, before the National Health Service, nearly all children brought because of persistent catarrhal and upper respiratory tract infections at 4-6 years old were found to have enlarged tonsils and adenoids, and tonsillectomy and adenoidectomy were frequently advised. Today children seen with single upper respiratory tract infection, or for routine school examination, are found to have just the same appearance as did those in whom symptoms were attributed to these findings and catarrhal children are much less frequently recommended to have 'Ts and As removed'. 'Experience', unconsidered, may be a poor yardstick on which to make decisions as to the significance of symptoms. Most of the significance attached to individual symptoms is derived from retrospective information. If 50 patients found at post-mortem examination to have had significant myocardial infarction are discovered to have had severe chest pain of a characteristic nature prior to death, it does not necessarily follow that all patients having the characteristic pain have had a myocardial infarction. Close examination of tests used in mass screening has shown the fallacy of relying on the numbers of cases found as proof of efficiency. The accuracy of a screening test is measured in terms of its specificity and of its sensitivity. These terms can be as readily applied to our concept of the symptom as a test, on which the decision to examine is based. Sensitivity is the probability of the test correctly labelling, as positive, a truly diseased case. Mathematically this is: The accuracy of the survey decisions to use a speculum cannot be measured because the decision itself was taken. The measurement of accuracy depends upon examining all patients and then establishing the criteria for future decisions. Doctors finding a 30 % abnormality rate on their examination will be highly satisfied with their selection by experience and will feel that they have been specific in their selection of cases. This cannot necessarily be extended to selection by ancillary staff of cases for examination on a symptom questionnaire alone.
It is clear that to establish the significance of symptoms one needs to know the situation in the noncomplaining population. This is one argument for the examination of well adults. When the significance of individual symptoms becomes established, it then becomes possible also to consider the use of a 'health questionnaire' as a 'screening instrument' for noncomplaining patients. Consider the symptom of nocturia linked with the condition of prostatic enlargement. If a man complains of nocturia 3 times a night, he will be considered as possibly having an enlarged prostate and the questioning extended to increase or decrease the probability. At a certain level of probability, perhaps on the initial complaint, a rectal examination will be performed and/or referral to a specialist made. If the single symptom, nocturia x 3, can be shown to be highly specific, then on a purely time-utilization basis examination need not be performed by the general practitioner at all, and referral for investigation can be made immediately. If it is found to be highly sensitive then it can be used as a screening questionnaire test.
It is suggested that obtaining the information for such assessment of symptoms would be a proper subject for combined general practitioner research and that the results from such research would put the 'experience' of a general practitioner on an accurate factual basis. It might permit the use of a questionnaire for patients, as a time-saving device in meeting Jacoby's criticism, without detracting from the opportunity to obtain the valuable information available from the doctor-patient contact.
Dr Philip Hopkins (London) The Use of Local Injections of Hydrocortisone in General Practice
It is eighteen years since Phillip Hench and his colleagues (1949) at the Mayo Clinic produced the now well-known dramatic results in the first 14 patients with rheumatoid arthritis to be treated with Compound 'E', as cortisone was then called, although E C Kendall, working at the Mayo Foundation, had isolated both Compound 'E' and Compound 'F' (now known as hydrocortisone) in 1934. Soon after the discovery of the anti-rheumatic effect of Compound 'E', G W Thorn of Boston was the first to inject 10 mg of Compound 'F' into the knee of a patient with rheumatoid arthritis (Hollander et al. 1951) . The subsequent improvement in the injected joint was accompanied by improvement in the patient's general condition, so that it was wrongly assumed that the effects were due to the systemic action of the injected hormone, and this line of treatment was not followed up. Compound 'E' injections (i.e. cortisone) were used by many workers in this field, but with poor response. It was not until Hollander and his colleagues (1951) reported their results with intra-articular injections of hydrocortisone, that its greater effectiveness became widely known. It is estimated that the local effect of hydrocortisone is seventy-six times greater than that of cortisone.
Clinical studies were then reported from all over the world, and the literature on this subject grew. At that time I was attending as Clinical Assistant for two sessions per week at the Orthopedic Clinic at King George Hospital, Ilford, and later I also attended for one session per week as 
